From its inception in 1955 up to the present, it has been the practice of this clinic to employ either simple sphincter stretching or internal sphincterotomy in the treatment of fissure-in-ano. In the earlier years internal sphincterotomy was employed almost exclusively, but since 1960 simple stretching of the anal sphincter has become the routine treatment, as part of a deliberate policy to contrast the efficacy of these two operations. We have already published (Bennett and Goligher, 1962) (Bennett and Goligher, 1962) ; one had excision of the fissure; and 99 were treated by sphincter-stretching, the majority during the period 1960-3. Of these 99, 95 have been reviewed by personal interrogation and examination, and they form the basis of this review. Of the four patients not interviewed, two have died and two were unwilling to be interviewed; nevertheless an earlier review had been carried out on each of these patients, and the result of this is included in the final results.
From its inception in 1955 up to the present, it has been the practice of this clinic to employ either simple sphincter stretching or internal sphincterotomy in the treatment of fissure-in-ano. In the earlier years internal sphincterotomy was employed almost exclusively, but since 1960 simple stretching of the anal sphincter has become the routine treatment, as part of a deliberate policy to contrast the efficacy of these two operations. We have already published (Bennett and Goligher, 1962 ) the results obtained in 141 patients treated by sphincterotomy between 1955 and 1962 . We now wish to report the results of sphincter-stretching in 99 patients undergoing treatment of anal fissure, mostly between 1960 and 1963 . Although the second series is smaller than the first, and the mean period of follow-up shorter, we believe that the series are sufficiently similar to permit a comparative assessment of the two operations.
Clinical Material
Between May 1955 and July 1963 241 patients were treated surgically for fissure-in-ano. They were suffering either from long-standing chronic or recurrent fissures or from acute fissures which had not responded to conservative management. Of these patients 141 were treated by internal sphincterotomy and were the subject of an earlier report (Bennett and Goligher, 1962) ; one had excision of the fissure; and 99 were treated by sphincter-stretching, the majority during the period 1960-3. Of these 99, 95 have been reviewed by personal interrogation and examination, and they form the basis of this review. Of the four patients not interviewed, two have died and two were unwilling to be interviewed; nevertheless an earlier review had been carried out on each of these patients, and the result of this is included in the final results.
There were 54 males and 45 females, whose ages ranged from 7 months to 79 years. All cases were followed for at least five months, while the longest period between operation and review was eight and a half years. The mean length of follow-up was 21 months.
Operative Technique
In all patients the anal sphincters were stretched under general anaesthesia, and in the great majority this was done as an out-patient procedure. Only in special circumstances was the patient admitted overnight. Dilatation was usually begun by inserting and gradually opening a bivalve speculum, which permitted careful inspection of the site of the fissure. After withdrawal of the instrument, two and ultimately four fingers were introduced into the anal canal. With both forearms strongly pronated, lateral distraction was exerted on the anal sphincters, at first gently but eventually with considerable force, the total period of the stretch being not less than four minutes. which demonstrates that sphinpter-stretching is slightly inferior to internal sphincterotomy in its long-term results. It is also possible that this figure may increase with longer follow-up studies; however, as 14 of the 16 failures were evident within the first six months after operation, it is likely that the majority of these have already revealed themselves. There does not seem to be any correlation between the length of preceding history and the incidence of recurrence. Just over one-third of all our patients had symptoms for a year or more before operation, and the relative incidence of recurrence in these cases was exactly the same as in the patients with a shorter history. In our previous study (Bennett and Goligher, 1962) we found a recurrence rate of 7% after internal sphincterotomy. This incidence is much smaller than the 16% "recurrence" rate following sphincter-stretching, but it must also be remembered that only 9 of these latter 16 patients have required further treatment.
Although sphincter-stretching does require a general anaesthetic, the management thereafter is simple both for the doctor and for the patient. No special skill is required to perform the stretching, and the patient is able to return home on the same day without the worry of frequent dressings.
The time off work after the operation is usually short, the mean being eight days in the 64 patients of the series where this was applicable. This period is considerably shorter than the average time off work after sphincterotomy, which was 17 days. In addition, anal dressings were often required for many weeks after sphincterotomy, but were rarely required at all following sphincter-stretch.
The incidence of minor defects in anal continence has been determined by detailed interrogation of patients at the time of review. As after internal sphincterotomy (Bennett and Goligher, 1962) defects of all types are less common after sphincter-stretch than after internal sphincterotomy. However, unconscious soiling of the underwear was much more common after sphincterstretch than in the normal group. It is apparent from these results that stretching of the anal sphincters, although producing some imperfections in anal control, is much superior to internal sphincterotomy in this respect.
Summary
The technique and results of stretching the anal sphincters for fissure-in-ano have been reviewed in 99 patients, the mean length of follow-up being 21 months. The outcome is compared with that of internal sphincterotomy previously reported (Bennett and Goligher, 1962) . The following conclusions are reached:
(a) Sphincter-stretching almost invariably produces rapid relief from the pain of fissure-in-ano, but is followed by persistent or recurrent pain and/or fissure in about 16% of cases. In this respect it is inferior to internal sphincterotomy, which had a recurrence rate of 7%. However, recurrent symptoms are often mild, and further treatment was necessary in only slightly more than one-half of these patients.
(b) It is an operation that can be performed with ease by relatively untrained staff, and the patient quickly returns to work with the minimum of post-operative care.
(c) Minor defects of anal control occurred in only 28% of patients after sphincter-stretching, compared with 43% after internal sphincterotomy.
(d) For patients requiring surgical treatment for fissure-inano for the first time, whatever the duration of symptoms, stretching of the anal sphincters is, in our opinion, the procedure of choice. It provides an excellent chance of relieving pain and a good chance of permanent cure with minimum inconvenience to the patient. However, if further operation should be required for recurrent symptoms we would recommend internal sphincterotomy, as, in our hands, repeated sphincter-stretching has been found to be ineffective.
